As we dealt with only paucibacillary leprosy cases (tuberculoid, borderline tuberculoid, and indeterminate types), Type 2 reaction was not considered, as the latter occurs almost exclusively in lepromatous leprosy (LLp and LLs) and occasionally in borderline lepromatous leprosy. [1] Although reaction was not considered separately during grading, we considered erythema, infiltration, and appearance of the lesions during their clinical assessment at all visits; erythema and edema (infiltration) being the most common clinical presentations of Type 1 reaction. [1, 2] Another important clinical characteristic was neuritis characterized by nerve thickening and tenderness, [1] which were considered during the evaluation of our patients.
In our study, 14% of patients presented with reaction at baseline, while 2.3% had reaction at the last follow-up. This decline was not statistically significant (P=0.11, Chi-square test).
Histologically, we considered epidermal and dermal status including edema and cellular infiltration, although reaction was not evaluated separately.
At the end, we agree with the authors that clinical scoring as well as the histopathological assessment should preferably include Type 1 reaction along with a larger sample size and prolonged follow-up period in order to correctly assess the efficacy of treatment with multidrug therapy-paucibacillary regimen.
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Sir, Alpha-1 antitrypsin deficiency (AATD) is a genetic disorder usually associated with hepatic and pulmonary manifestations. [1, 2] In rare and severe situations, a panniculitis may be present. [1, 2] It may present before the onset of other systemic manifestations giving a clue to an earlier diagnosis and adequate monitoring. [3] A 49 year-old man was referred to our department due to painful and debilitating ulcers of the lower limbs evolving in the last few months, without previous trauma. He had medical history of severe AATD, with bipulmonary transplantation in 2010 complicated with bronchiolitis obliterans syndrome in 2015, as well as immunosuppressive drug-related diabetes mellitus. Physical examination revealed ulcerated lesions with a copious oily discharge and a pronounced edema of the lower limbs suggestive of AATD-related panniculitis [ Figure 1 ]. Histologic examination of a skin biopsy showed mild acanthosis in the epidermis and extensive necrosis with a predominant neutrophilic inflammatory infiltrate and cytoesteatonecrosis throughout the dermis and hypodermis, confirming the suspected diagnosis [ Figure 2 ]. Serum level of α-1 antitrypsin was low (51.8 mg/dL).
The patient started treatment with topical fusidic acid two times daily with little improvement. A few weeks later, a cellulitis associated with panniculitis was diagnosed, requiring hospitalization due to elevated C-reactive protein and leukocytosis. He was treated with ertapenem plus vancomycin and silver dressings. The patient improved significantly in the following days.
AATD-related panniculitis usually appears around the age of 40 years and is a debilitating manifestation of the disease. [1] There are several possible precipitating factors for these skin lesions including trauma, surgery, debridement, and cryosurgery, but in our patient, none was found. [1] Tender plaques and nodules are usually present, but ulceration is the feature that helps to distinguish this panniculitis from other entities. [1, 3, 4] The presence of an oily discharge is also characteristic. [4] Lesions may be present not only in the lower extremities but also in the trunk or proximal extremities and usually heal with atrophic scars. [1, 2, 4] Histologic examination reveals a predominantly lobular neutrophilic panniculitis with a mixture of necrotic fat lobules and areas without lesions. [2, 4] There is no gold standard treatment for this panniculitis since only a few cases have been reported to date and no clinical trials have been previously conducted. [3] Several options may be considered, including corticosteroids, colchicine, doxycycline, among others. [1, 2, 5] Dapsone is an alternative and effective drug probably by reducing neutrophils migration and inhibiting oxidative reaction. [1] Replacement of AAT seems to be a successful approach to these patients, although the costs of this treatment are extremely high. [1, 3] Pulmonary transplantation is an option in some systemic manifestations of AATD, but not in the case of panniculitis, since no clinical improvement has been noted in previous cases. [5] In our patient, antibiotics contributed to the significant enhancement of the skin lesions probably due to their anti-inflammatory effect.
The recognition of AATD-related panniculitis is crucial since it may be the first manifestation of this systemic disease. Its high risk of complications and associated mortality explain the need of early treatment and close monitoring of these patients.
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There are no conflicts of interest. last 8 years. She denied either prior local trauma or infection at the site. Physical examination showed a relatively well-circumscribed erythematous plaque with infiltration on the left cheek, and in addition, a brownish keratotic slightly-elevated nodule was located adjacently [ Figure 1 ]. A biopsy specimen showed well-circumscribed basaloid tumor nests in the upper to mid-dermis. The tumor cells were uniform in size with oval nuclei and scant cytoplasm with peripheral palisading, and the tumor nests were surrounded by myxomatous stroma [Figure 2a ], which was positively stained by alcian blue, suggestive of basal cell carcinoma. A total resection including the adjacent keratotic tumor was performed. Histological features of the keratotic nodule showed reticular epidermal proliferation containing pseudocysts, extending to the upper dermis [ Figure 2b ]. Of note, a lamellar bony structure of homogeneous materials containing osteoblastic cells was found in the surrounding stroma [ Figure 2c and d].
Secondary
ossification is sometimes observed in several skin tumors and inflammatory skin disorders. [1] Among skin tumors, basal cell carcinoma is the most common. [2] The present case developed basal cell carcinoma and seborrheic keratosis in a close location, however, secondary ossification (osteoma) was observed just beneath the seborrheic keratosis, but not associated with basal cell carcinoma. Benign skin tumors showing secondary ossification are most common in melanocytic nevus and pilomatricoma, whereas other benign tumors are rare, i.e., apocrine hidrocystoma, lipofibroma, neurofibroma, pyogenic granuloma, and keratoacanthoma. [1, 3] To the best of our knowledge, only one case of seborrheic keratosis with secondary ossification was reported; [1] however, details are unknown because it was reported in a large review of a single institute. Sir, An 80-year-old female was referred to our hospital, complaining of a facial tumor which had existed for 
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